Marital quality and social support satisfaction were tested as moderators of the association between maternal depressive symptoms and parenting during early childhood (18 -36 months) among 2 large, divergent, longitudinal samples (n ϭ 526; n ϭ 570). Unexpectedly, in both samples the association between maternal depressive symptoms and reduced parenting quality was strongest in the context of high marital quality and high social support, and largely nonsignificant in the context of low marital quality and low social support. Possible explanations for these surprising findings are discussed. Results point to the importance of accounting for factors in the broader family context in predicting the association between depressive symptoms and maternal parenting.
parent-child relationship is embedded (e.g., Bronfenbrenner & Morris, 2007) . Mothers' relationships with significant otherswhether these be friends, extended family, or a spouse-may influence the extent to which depressive symptoms negatively interfere with parenting. Additionally, the role of significant-other support may differ based on other familial contextual factors, such as socioeconomic status and single-parenthood (McLoyd, 2011; Mistry, Vandewater, Huston, & McLoyd, 2002) . The current study explored the potential moderating role of marital quality and social support on the association between depressive symptoms and parenting among two divergent samples, both in terms of risk status and marital status.
Maternal Depression and Parenting Behavior
Maternal depression occurring in infancy and early childhood has an established association with a host of adverse child outcomes, including higher levels of general psychopathology, negative affect, and internalizing and externalizing behavior problems (Bagner, Pettit, Lewinsohn, & Seeley, 2010; Campbell et al., 2009; Goodman et al., 2011; Zahn-Waxler, Radke-Yarrow, Wagner, & Chapman, 1992 ). As noted above, maternal depression has also been linked to maternal caregiving and parenting-the focus of the present study-and has been found to mediate associations between maternal depression and later child outcomes (e.g., NICHD ECCRN, 1999) , although maternal depression and parenting likely share a reciprocal relationship (Lagacé-Séguin & d=Entremont, 2006) . As both clinical depression and elevated levels of depressive symptoms have been similarly linked to both child and parenting outcomes (e.g., Goodman, 2007; Lovejoy et al., 2000) , the term "maternal depression" will be used to refer either to clinical or subsyndromal depression.
Although maternal depression is consistently associated with less positive and more negative parenting, the strength of the association has been found to vary by child's age and the parenting dimension studied (Lovejoy et al., 2000) . Additionally, effect sizes for the association of depression with parenting were stronger for mothers of infants compared to mothers of older children (d ϭ .47 for infants vs. .19 for later childhood). Theoretically, maternal depression might have a greater effect on parenting and subsequent child behavior during early childhood relative to later developmental periods because of the greater physical and psychological demands of rearing infants and toddlers versus school-age children (Shaw & Bell, 1993) . Therefore, advancing our understanding of what conditions might moderate the magnitude of the association between maternal depression and parenting in early childhood is important because of consistent associations between maternal depression and parenting and between parenting and child outcomes during early childhood, and because understanding the predictors of parenting during this time may also increase our ability to intervene with families. As significant variability exists in the relation between maternal depression and parenting across variations in children's developmental status, it is likely that other child and contextual factors moderate the strength of this association. The present study explored as moderators two related factors that have established direct associations with both depression and parenting: marital quality and social support satisfaction.
Maternal Depression and Parenting: Moderation by Marital Quality
As with all variables discussed in this study, marital quality and parenting likely share reciprocal relations (Kwok, Cheng, Chow, & Ling, 2015; Lavee, Sharlin, & Katz, 1996) . As with maternal depression, impairments in marital quality are associated with adverse child outcomes, including internalizing and externalizing behavior problems and poor interpersonal relationships (Cummings & Davies, 1994; Katz & Woodin, 2002) . Most pertinent to this study, marital quality has also been found to be associated with both positive (Planalp, Braungart-Rieker, Lickenbrock, & Zentall, 2013) and negative (Rhoades et al., 2011) dimensions of parenting, often explained by the "spillover hypothesis" (Easterbrooks, Cummings, & Emde, 1994) . Although recent research has deepened our understanding of the spillover hypothesis by considering the impact of factors such as genetics, maternal personality, and child evocative effects (Ganiban et al., 2009; Harold et al., 2013) , the basic premise is that the quality of parents' romantic relationship impacts the way that they interact with and parent their children. The spillover hypotheses is supported by a meta-analysis of 68 studies, which found a moderate effect (d ϭ .46) of marital quality on parent-child relationship quality (Erel & Burman, 1995) . A variation of the spillover hypothesis may also apply to the effect of marital quality on mothers' psychological functioning, as poor marital quality has been found to be subsequently associated with higher levels of maternal depression (Mamun et al., 2009) .
Beyond establishing direct associations of marital quality on parenting and maternal depression, theory and empirical evidence also support the possibility that marital relationship quality may moderate the association between maternal depression and parenting. According to Belsky's (1984) process model, parenting is influenced by parent and infant characteristics, as well as the broader context in which the parent-child relationship is embedded. Consistent with Belsky's model, it is possible that mothers who have warm, supportive partners who are available to help maintain routine and regularity in the household, and perhaps serve as a model for positive parenting, may more likely prevent their depressive symptoms from spilling-over and adversely affecting their parenting behavior compared with mothers who feel less satisfied with their partner.
A small number of studies have examined interactive associations between parental depressive symptoms and marital functioning on both parenting and child outcomes among school-age children (Davies, Sturge-Apple, & Cummings, 2004; Kouros, Papp, Goeke-Morey, & Cummings, 2014; Papp, Goeke-Morey, & Cummings, 2004) . These studies examined depressive symptoms as moderators of the association between marital functioning and either parenting or child outcomes, with most-but not allfinding depressive symptoms to strengthen links from lower levels of marital quality to reduced parenting quality, parent-child relationship quality, and child adjustment. Still, this body of work is not conclusive, and more research is needed to understand the subtleties of the interactive relation between marital quality and parental depressive symptoms. The present study will examine relations among these variables in two independent samples during early childhood. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Maternal Depression and Parenting: Moderation by Social Support
In addition to support that mothers may receive from their spouses, mothers also receive other sources of support. Social support is generally thought to have three main components: emotional (e.g., encouragement, nurturance), informational (e.g., advice, useful information), and instrumental (e.g., financial assistance; Barnett, de Baca, Jordan, Tilley, & Ellis, 2015) , and has been linked to both depressive symptoms and parenting. Mothers' report of higher levels of social support is associated with lower levels of maternal depressive symptoms (Bost et al., 2002; Cairney et al., 2003) , and this also has been found among low-income mothers (Jackson et al., 2000) . Additionally, mothers' perceptions of high social support have been associated with higher levels of parenting efficacy (Suzuki et al., 2009 ) and parenting quality (Ceballo & McLoyd, 2002) . As with marital quality, little research has moved beyond exploring direct associations among these variables to testing whether perceptions of social support may interact with depressive symptoms in predicting parenting behavior.
Although research and theory suggest that low or high marital quality may moderate associations between depressive symptoms and parenting, many mothers do not have a spouse or long-term partner. This is especially the case in low-income families where rates of stable-partnering are relatively low (Trail & Karney, 2012) . Because rates of depressive symptoms also tend to be higher among low-income families (Lorant et al., 2003) and single mothers (Cairney et al., 2003) , we sought to extend our exploration of potential moderators of the association between depression and parenting quality in a manner consistent with the ecological context of many low-income families. Hence, we thought a broadfactor of social support would provide an ecologically valid way of examining how qualities of support among important adults in low-income, single parents' lives might moderate associations between maternal depression and parenting.
From a theoretical perspective and consistent with Belsky's (1984) model, it seems plausible that for mothers without a longterm partner, high levels of support from other sources (e.g., friends, neighbors, church group) may serve to buffer the impact that depressive symptoms have on parenting. Conversely, for mothers whose social support system is lacking, it may be more difficult to maintain positive parenting practices in the context of depressive symptoms, as these mothers may not only have fewer people available to provide assistance with childcare and household tasks, but also may not have adequate encouragement and support from close others. Further, it may be the case that social support serves a greater moderating influence among single compared to partnered mothers, as these women are not receiving support from a spouse. This is consistent with past research demonstrating that social support from friends and extended family may partially compensate for father absence in single-mother families (Hrdy, 2009; Jackson et al., 2000; Jones et al., 2007) .
Present Study
As strong relations exist among maternal depressive symptoms, parenting, and child outcomes, especially during early childhood, exploration of the conditions under which maternal depressive symptoms are associated with more significant disruptions in parenting may increase our ability to reduce and prevent child emotional and behavioral problems. Although many established theories highlight the importance of context in terms of understanding parenting and child development (e.g., Belsky, 1984; Bronfenbrenner, 1986) , little research has explored specific contextual factors that may moderate the association between depressive symptoms and parenting. Further, it remains unclear whether these moderating variables may operate differently among lowversus high-socioeconomic status families.
Using data from two large, divergent, and longitudinal samples, the present study sought to examine whether marital quality and social support moderated the association between maternal depressive symptoms and both positive and negative parenting, and further, whether the patterns of interactions among these variables differed between a stable, relatively low-risk sample and a highrisk, low-income sample. Both data sets utilized similar (at times identical) measures of depressive symptoms, marital quality, social support, and parenting when children were between the ages of 18 and 42 months.
Based on theory and existing literature, we hypothesized: (a) that among mothers who were married or in a committed relationship, marital quality would moderate the association between maternal depressive symptoms and parenting (higher negativity, lower positivity), such that high marital quality was expected to attenuate the magnitude of associations between depressive symptoms and both positive and negative parenting; (b) that among mothers who were not married or in a live-in partnership, high levels of social support would-in line with marital quality-attenuate the magnitude of associations between depressive symptoms and both positive and negative parenting; and (c) that social support would more strongly moderate the association between depressive symptoms and parenting among single compared with partnered mothers.
Method

Participants and Procedures Sample 1. Early Growth and Development Study (EGDS).
Participants were a subsample (n ϭ 526; 94% of original 561; two-father families not included) of adoptive families recruited as part of two cohorts of the Early Growth and Development Study (EGDS), an ongoing, multisite, longitudinal sample of adopted children, adoptive parents, and birth parents (Leve et al., 2007) . Recruitment of this sample took place from 2003 to 2010, through rolling enrollment at adoption agencies in the Mid-Atlantic, West/Southwest, and Pacific Northwest (N ϭ 45 agencies in 15 states). Adoptive families in this sample were well-resourced. The majority of adoptive mothers were Caucasian (91.8%), with a mean age of 37.4 years (SD ϭ 5.6 years) at the time of the child's birth. The median household income for adoptive parents was Ͼ$100,000 per year, and mothers were welleducated (78.8% college degree; 37% graduate degree). The majority of adoptive parents were married (91.1%) at the time of the child's birth. Just over half of adoptive children participating in the study were male (57.2%). The majority of children were Caucasian (55.6%; Multiracial ϭ 19.3%; African American ϭ 13%; Latino ϭ 10.9%). The median age of placement for adopted children was 2 days (M ϭ 6.2, SD ϭ 12.45; range ϭ 0 -91 days). Home assessments of adoptive parents and children occurred when children were 9, 18, and 27 months old, with data from the 18-and 27-month assessments utilized for the current study. During assessments, parents returned completed This document is copyrighted by the American Psychological Association or one of its allied publishers.
survey materials that had been mailed to them, participated in computer-assisted interviews, and engaged in a variety of interactions and standardized tasks with their infants. Assessments lasted from 2 to 4 hr, and were videotaped for later coding (see Leve et al., 2013 for additional details regarding study participants and methods). Sample 2. Early Steps Multisite Study. Participants were drawn from the Early Steps Multisite Study , a randomized controlled intervention trial of 731 families recruited from Women Infant and Children's Nutritional Supplement centers in and around Pittsburgh, PA (37% of families), Eugene, OR (37%), and Charlottesville, VA (26%). Children and their primary caregivers were recruited based on sociodemographic, family, and child risk factors between 2002 and 2003 when children were approximately 24 months old. Mothers and children in this sample were racially and ethnically diverse, with children belonging to the following racial groups: 27.9% African American, 50.1% Caucasian, 13.0% Biracial, and 8.9% other races (e.g., American Indian, Native Hawaiian), and more than two thirds of the sample had an annual income of less than $20,000 at recruitment. Thirty-seven percent of mothers lived with their child's biological father; 21% reported they were single parents. Roughly half (49%) of children in this sample were female, and were a mean age of 29.9 months (SD ϭ 3.2) at the time of the first assessment.
When children were between 24 and 35 months old (referred to as 30 months below for brevity) and again between 36 and 47 months (referred to as 42 months below for brevity), mothers, children, and alternate caregivers (when available) participated in a 2.5-hr home assessment. Alternate caregivers were adults identified by mothers as someone who regularly cared for the child. During assessments, caregivers completed questionnaires and participated in interactive tasks with their child. Families in this study were randomly assigned to participate in the Family Check-Up (FCU) intervention at the end of the 30-month assessment. As the intervention was not a focus of the present study, intervention status was included as a covariate in all analyses (see Dishion et al., 2008 for additional details regarding study participants and methods).
Measures
Depressive symptoms. Adoptive mothers in the EGDS sample completed the Beck Depression Inventory (BDI; Beck, Steer, Beck, & Newman, 1993) during the 18-month assessment. Mothers rated the intensity with which they had experienced 20 depressive symptoms on a scale from 0 -3 (internal consistency: ␣ ϭ .79 at 18 months). Adoptive mothers had a mean score or 3.81 (SD ϭ 3.83) on the BDI at 18 months. As this is well below the cutoff score of 10 indicative of mild depression (Beck & Beamesderfer, 1974) , adoptive mothers in this sample generally reported low levels of depressive symptoms.
At the 30-month assessment, mothers in the ES study completed the Center for Epidemiological Studies on Depression Scale (CES-D), a well-established measure of depressive symptoms (Radloff, 1977) . Mothers used a 0 -3 Likert scale to report on frequency of 20 depressive symptoms over the past week. Items were summed to create an overall depressive symptoms score (␣ ϭ .76). The cutoff score for clinical depression based on the CES-D is 16, while the mean for mothers in this sample was 16.75 (SD ϭ 10.66), indicating that this sample was experiencing moderate to severe depressive symptoms.
Relationship status.
As all mothers in the EGDS study were in a relationship at the time of the child's birth, we did not need to determine relationship status in this sample. Among mothers in the ES sample, relationship status was assessed and computed based on mothers' report of relationship status on the Locke-Wallace Marital Adjustment Test (LWMAT; described below) at ages 30 and 42 months, and on a demographic questionnaire administered at 30 months. To better facilitate comparisons between this sample and the EGDS sample (stably married mothers), mothers in this sample met the serious relationship criterion if they reported on the LWMAT that they were married or had a live-in partner at both the 30-month and 42-month assessments. Sixty-two percent of these mothers were married when their children were 30 months old. Because a subset of mothers in the study who reported they were single did not fill out the LWMAT, the 30-month demographic questionnaire was also used to assess relationship status. Mothers were classified as not in a serious relationship if they were not married and were not cohabiting when their child was 30 months old.
Marital quality. Mothers in the EGDS sample completed the Behavior Affective Rating Scale (Melby, Conger, Ge, & Warner, 1995) at 18 months to assess both marital hostility and marital warmth. Using a 7-point Likert scale, both parents were asked to report how often in the last year their partner expressed certain emotions or behaviors. The hostility scale included items such as: "Get angry at you; Criticize you or your ideas; Insult or swear at you; Boss you around a lot." The warmth/support scale included items such as: "Listen carefully to your point of view; Help you do something that was important to you; Act loving and affectionate toward you." Each scale included 13 items (mother warmth ␣ ϭ .91, mother hostility ␣ ϭ .89; father warmth ␣ ϭ .92 father hostility ␣ ϭ .91). Adoptive mother and adoptive father scores were significantly correlated (warmth/support, r ϭ .69, p Ͻ .01; hostility, r ϭ .66, p Ͻ .001). As scores on the warmth and hostility scales were significantly and negatively correlated (mother, r ϭ Ϫ.62, p Ͻ .001; father, r ϭ Ϫ.60, p Ͻ .001), warmth and hostility scores were aggregated with higher scores representing higher levels of warmth relative to hostility. Scores were then averaged by dyad to create a composite.
Mothers in the ES sample who were in a serious relationship (spouse or live-in partner) completed the short form of the LWMAT (Locke & Wallace, 1959) during the 42-month assessment as a measure of romantic relationship quality. For simplicity's sake, this measure will be referred to as marital quality, even though some mothers in this sample were not legally married. Mothers were asked to complete this measure regarding their relationship satisfaction with their partner over the previous year. The LWMAT uses Likert scales to assess marital happiness, disagreements, conflict resolution, engagement in shared interests, ability to confide in one's partner, and thoughts about ending the relationship. Consistent with extensive prior research using this measure (McEachern et al., 2013 ), items were standardized and then averaged such that higher scores indicated greater satisfaction with one's significant other during the past year (␣ ϭ .87).
Social support satisfaction. Mothers in both studies completed the General Life Satisfaction Questionnaire (GLS; Crnic et al., 1984) to assess their satisfaction with perceived social support in three broad areas: intimate relationships, friendships, and neighborhood/community. Mothers used a 4-point scale to report on the This document is copyrighted by the American Psychological Association or one of its allied publishers.
frequency of support and participation in pleasant activities, and their level of satisfaction with each. This study used the "general life satisfaction" subscale, which averaged eight items that asked about satisfaction with support in relationships, friendships, and the community. Mothers in the EGDS (␣ ϭ .81) and ES (␣ ϭ .74) samples completed the measure at 27 months and at 30 months, respectively. Warm and harsh parenting. EGDS (parent report). During the 27-month assessment, mothers and their partners filled out a questionnaire to measure mothers' warmth and hostility toward her child (Iowa Youth and Families Scales; Melby & Conger, 2001) . Adoptive parents each completed the nine-item questionnaire by rating aspects of warmth (e.g., act loving and affectionate toward [child] ; four items) and hostility (e.g., shout or yell at [child] because you were mad at him/her; five items) displayed toward the target child within the past month. Parents used a 7-point scale to respond to each question. Mothers and fathers both reported on mothers' parenting (i.e., our measure of mothers' parenting was comprised of both self-report and partner-report), and because they were significantly correlated (warmth, r ϭ .90; hostility, r ϭ .74), they were averaged to generate a composite (warmth, ␣ ϭ .93; hostility, ␣ ϭ .89).
ES (observed parenting).
A composite measure of positive parenting, maternal positive behavior support (PBS), at 42 months was created as a latent variable comprised of three different observational strategies (Dishion, Shaw, et al., 2008) . First, home visitors completed a modified version the infant/toddler home observation for measurement of the environment (IT-HOME; Bradley & Caldwell, 1984) . This measure included ratings of maternal responsivity, acceptance, child involvement, social skills, and ratings of the home environment. Thirteen items were summed to create a directly observed positive behavior support subscale, which demonstrated satisfactory reliability (␣ ϭ .76). Second, a team of undergraduates, blind to child and family data, coded videotaped family tasks using the relationship affect coding system (RACS; Peterson, Winter, Jabson, & Dishion, 2008) , a microsocial coding system that captures the topography (verbal and physical behaviors) and affect (anger/disgust, validation, distress, positive affect, and ignore) within relationship behaviors. For the current study, the durations of positive and neutral engagement between mother and child were used to create a summary score that reflected positive behavior support. Reliability coefficients for RACS coding were in the good to excellent range with an overall kappa score of .93. Third, following microsocial (RACS) coding, coders completed a macrosocial rating scale on the same videotaped interactions, using the coder impressions (COIMP) inventory (Dishion, Hogansen, Winter, & Jabson, 2004) . This measure tapped items such as proactive parenting, structuring of the child's environment, parental warmth, positive parental reinforcement through praise, and displays of affection. Eleven items reflecting positive behavior support were summed to form a composite, showing good reliability (␣ ϭ .84). A detailed description of the PBS construct can be found in Waller et al. (2015) .
Observed maternal harsh parenting was derived from videotaped parent-child interactions at the 42-month home assessment. A composite index of harsh parenting was created using five items from the COIMP and three duration proportions from the Relationship Process Code (RPC; Jabson, Dishion, Gardner, & Burton, 2004) . The COIMP items came from videotape coders' ratings of mothers' provision of developmentally inappropriate reasons for children's behavior change, displays of anger or annoyance with the child, criticizing or blaming the child for family problems, use of physical discipline, ignoring/rejecting the child, and messages about the child's worthlessness (Moilanen et al., 2009) . RPC codes included duration proportions of parental negative verbal, directive, and physical behavior. These individual items were standardized and summed to create the harsh parenting composite (␣ ϭ .75).
Demographics. Basic demographic information collected from EGDS mothers at the initial 9-month assessment included child sex, parent age, openness of adoption, and obstetric complications, which were used as covariates in all analyses.
Demographic information collected from ES mothers at the 30-month assessment included child sex, child race and ethnicity, maternal educational attainment, and family income. As assessment site (Pittsburgh, Eugene, Charlotte) and race/ethnicity were confounded in this sample, we chose to covary by race and ethnicity as we felt this was a better approximation of family culture than was geographic location. Child gender, child minority status, child ethnicity (Hispanic vs. non-Hispanic), and FCU intervention group status were included as dummy-coded covariates in all analyses, whereas family income and maternal educational attainment were included as continuous covariates. Income was rated on a scale from 1-13, with higher numbers representing higher annual household income (e.g., 1 ϭ Ͻ $5,000; 4 ϭ $15,000 to $19,999).
Data analytic plan. Analyses were conducted in Mplus Version 7.3 (Muthén & Muthén, 2011) . Warm and harsh parenting were moderately correlated in both samples (EGDS, r ϭ Ϫ.37; ES, r ϭ Ϫ.30), and were examined as separate but correlated outcomes in all models. Thus, for each model, harsh and warm parenting at Time 2 were regressed on maternal depressive symptoms at Time 1, as was the given moderator variable (marital quality or social support) and the given interaction term (e.g., depressive symptoms ‫ء‬ marital quality). Covariates were also regressed onto all model paths, resulting in fully saturated models. Independent variables were centered in all analyses. In models testing the moderating effect of marital quality, we controlled for maternal social support to explore whether marital quality mattered above and beyond general support; similarly, in models testing the moderating effect of social support among partnered women, we controlled for marital quality. Significant interaction terms were probed by assessing the beta values of the interaction terms, and then plotting the interactions (without covariates) at the mean and one standard deviation above and below the mean, and examining the values of the simple slopes, as described in Cohen, Cohen, West, and Aiken (2003) .
Among mothers in the ES sample, separate models were run based on maternal relationship status, with moderation by marital quality tested only among mothers who were classified as being in a serious relationship (n ϭ 275). Moderation by social support was tested separately both among this subsample and among mothers classified as not in a serious relationship (n ϭ 295). To test the hypothesis that social support satisfaction would be a stronger moderator of the association between depressive symptoms and parenting for single compared with partnered women (Hypothesis c), we collapsed all ES mothers into the same dataset, and created a dichotomous partnership term (single vs. partnered). We first This document is copyrighted by the American Psychological Association or one of its allied publishers.
computed a model that included a social support ‫ء‬ partnership status interaction term and the depression ‫ء‬ social support interaction term previously described. We then added the three-way depression ‫ء‬ partnership ‫ء‬ social support interaction to test whether the interaction of social support and partnership was a significant moderator of the association between depressive symptoms and parenting.
Results
Descriptive Statistics
Descriptive statistics and bivariate correlations among EGDS and ES study variables are reported in Tables 1 and 2 . Correlations among study variables were modest, in directions consistent with expectations based on prior literature (Ceballo & McLoyd, 2002; Lovejoy et al., 2000; Planalp et al., 2013; Rhoades et al., 2011) . In the EGDS sample, maternal depressive symptoms, marital quality, and social support satisfaction were all correlated with both harsh and warm parenting at 27 months, in expected directions. In the ES sample, maternal depressive symptoms were negatively correlated with positive behavior support (PBS) as expected, but were not correlated with the harsh parenting measure. Marital quality was positively correlated with PBS, but not with harsh parenting. Finally, social support was negatively correlated with harsh parenting, but not with PBS.
Moderation by Marital Quality
Among EGDS mothers. Coefficients for Model 1, testing the hypothesis that higher levels of marital quality would decrease the strength of the association between depressive symptoms and parenting among mothers in the EGDS sample, are presented in Table 3 . Marital quality was not a significant moderator of the association between depressive symptoms and warm parenting from 18 to 27 months. It was, however, a significant moderator of the association between depressive symptoms and harsh parenting. Surprisingly, the direction of this moderation differed from our hypothesis-the association between maternal depressive symptoms and harsh parenting was strongest for mothers with higher levels of marital quality (B ϭ .20, SE ϭ .05 p Ͻ .001). For mothers with lower levels of marital quality, the association between depressive symptoms and harsh parenting was not significant (B ϭ .06, SE ϭ .04, p ϭ .14; see Figure 1a) .
Among ES mothers. When this model (Model 2) was tested among mothers in the ES sample who were in a serious relationship, marital quality was a significant moderator of the association between maternal depressive symptoms and PBS from 30 to 42 months (see Table 4 ). Again, the direction of moderation differed from our original hypothesis-the association between maternal depressive symptoms and decreased PBS was strongest for mothers with higher levels of marital quality (B ϭ Ϫ.02, SE ϭ .0, p ϭ .01), and was also significant for mothers at mean levels of marital Note. BDI ϭ Beck Depression Inventory; CES-D ϭ Center for Epidemiologic Studies Depression Scale. This document is copyrighted by the American Psychological Association or one of its allied publishers.
quality (B ϭ Ϫ.01, SE ϭ .00, p Ͻ .05). For mothers with lower levels of marital quality, the association between depressive symptoms and PBS was not significant (B ϭ .00, SE ϭ .01, p ϭ .82; see Figure 1b ). Marital quality was not a significant moderator of the association between depressive symptoms and harsh parenting among mothers in the ES sample.
Moderation by Social Support Satisfaction
Among EGDS mothers. Model 3 tested the hypothesis that higher levels of perceived social support would decrease the strength of the association between maternal depressive symptoms and parenting. Social support was not a significant moderator of the association between depressive symptoms and warm parenting from 18 to 27 months, but it was a marginally significant moderator of the association between depressive symptoms and harsh parenting (see Table 5 ). Again, the direction of moderation differed from our hypothesis-the association between maternal depressive symptoms and harsh parenting was strongest for mothers with higher levels of social support satisfaction (B ϭ .20, SE ϭ .04, p Ͻ .001), and weakest for mothers with lower levels of social support satisfaction (B ϭ .09, SE ϭ .04, p Ͻ .05; see Figure 1c) .
Among ES mothers. Among mothers in the ES sample who were in a serious relationship, social support satisfaction did not moderate associations between depressive symptoms and either warm or harsh parenting from 30 to 42 months (Model 4; Table 6 ). Among mothers in the ES sample who were not in a serious relationship, however, social support was a significant moderator of the association between depressive symptoms and PBS (Model 4; Table 7 ). The direction of moderation followed the same pattern as in previous analyses, with the strongest association between depressive symptoms and reduced PBS being found for mothers with higher reported levels of social support satisfaction (B ϭ Ϫ.01, SE ϭ .01, p ϭ .09), and the weakest association between depressive symptoms and reduced PBS found for mothers with lower levels of social support satisfaction (B ϭ .00, SE ϭ .01, p ϭ .53; see Figure 1d ). Social support was not a significant moderator of the association between depressive symptoms and harsh parenting for this group of mothers.
Prior to computing the three-way interaction model testing whether the moderating role of social support on the association between depressive symptoms and parenting differed as a function of partnership status, we examined the effects of the two two-way terms. The social support ‫ء‬ depression term was not significant for either PBS (␤ ϭ Ϫ.03; SE ϭ .03, p Ͼ .10) or harsh parenting (␤ ϭ Ϫ.01; SE ϭ .04, p Ͼ .10), indicating that social support was not a significant moderator of the association between depression and parenting among the full sample. The social support ‫ء‬ partnership term was not significant when PBS was the outcome (␤ ϭ .04; SE ϭ .05; p Ͼ .10). However, this interaction was significant when harsh parenting was the outcome (␤ ϭ Ϫ.14; SE ϭ .06, p Ͻ .05), indicating that social support was more strongly associated with harsh parenting among single-compared with partneredwomen in this sample. These results were unchanged by the removal of the other two-way interaction term. The three-way This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
(depression ‫ء‬ partnership ‫ء‬ social support ‫ء‬ ) interaction was not significant for either of the parenting variables, indicating that the moderating role of social support on the association between depression and parenting did not differ significantly as a function of partnership status (see Table 8 ). Thus, although in prior analyses, social support emerged as a significant moderator among single, but not partnered, women in the ES sample, the null three-way interaction term indicated that these two effects were not significantly different from one another.
Discussion
This project is one of the first to test the potential moderating role of marital quality and social support on the association between depressive symptoms and parenting behavior in early childhood.
Although maternal depression is relatively common among mothers of young children (Kessler, 2006; Shaw, Bell, & Gilliom, 2000) and has consistently been linked to impaired parenting (Lovejoy et al., 2000) and negative child outcomes (Goodman et al., 2011) , surprisingly few studies have explored possible moderating factors of this relation (as exceptions, see Davies, Sturge-Apple, & Cummings, 2004; Engle & McElwain, 2013; Kouros, Papp, Goeke-Morey, & Cummings, 2014) . In line with established theories that highlight the importance of contextual influences on parenting behaviors (e.g., Belsky, 1984; Bronfenbrenner, 1986) , the present study sought to expand our understanding of the relation between maternal depressive symptoms and both positive and negative parenting. We predicted that among two divergent samples, maternal depressive symptoms would be less strongly associated with reductions in parenting quality This document is copyrighted by the American Psychological Association or one of its allied publishers.
in the context of high marital quality and in the context of high levels of social support satisfaction. Further, we predicted that social support satisfaction would play a more salient moderating role among mothers who were not in a serious relationship, and thus could not rely on a partner as a primary source of support. Findings indicate that among mothers in the EGDS sample, marital quality was a significant moderator of the association between depressive symptoms and harsh parenting, while social support was a marginally significant moderator of this association. Among ES mothers who were married or cohabiting, marital quality was a significant moderator of the association between depressive symptoms and PBS, while the moderating effect of social support satisfaction differed based on the partnership status of mothers in this sample. Social support satisfaction was a significant moderator of the association between depressive symptoms and reduced PBS only among mothers who were not married or cohabiting. When the interactions were probed, however, the pattern of results was unexpected, yet largely consistent across both samples.
Moderation by Marital Quality
Among both a well-resourced sample of married, adoptive mothers, and a high-risk sample of mothers married or in a serious relationship, marital quality was a significant moderator of the association between depressive symptoms and parenting, such that in the context of high levels of marital quality, the association between depressive symptoms and reduced parenting quality was strongest. However, in the context of low levels of marital quality the association between depressive symptoms and reduced parenting quality was not significant. Specifically, in the lower-risk adoption sample, the association between depressive symptoms at 18 months and reported harsh parenting at 27 months was strongest for mothers with higher reported levels of marital quality. In This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
the higher-risk ES sample, the association between depressive symptoms at 30 months and lower levels of observed positive parenting at 42 months was again strongest for mothers with higher reported levels of marital quality. This pattern of results was unexpected, as marital quality has been found to have a positive association with parenting in prior literature (Planalp et al., 2013; Rhoades et al., 2011) , and bivariate correlations in this study were also consistent with prior research, with marital quality being a significant negative predictor of harsh parenting and a significant positive predictor of warm parenting (Proulx, Helms, & Buehler, 2007) . Interestingly, among the small body of literature that has explored interactive effects among depressive symptoms, marital quality, and parenting, Engle and McElwain (2013) also demonstrated results consistent with the present study, finding that maternal depressive symptoms when children were 4.5 years old were associated with less optimal parenting at age 6.5 only for mothers whose reported marital intimacy was moderate to high. For mothers who reported low levels of marital intimacy, the association between depressive symptoms and parenting was not significant. Thus, results from both Engle and McElwain and the present study suggest that the moderating effect of marital quality on the relation between maternal depressive symptoms and parenting is more complex than the direct paths from either marital quality or maternal depression to parenting. One possibility for this surprising finding is that when mothers in high-quality marital relationships experience depressive symptoms, they are willing and able to rely on their spouses to take over the majority of parenting responsibilities. Although this may benefit the child, these mothers are then less experienced at parenting when down and depressed, and may be less skillful at doing so, compared with depressed mothers who do not feel they can rely on their spouse, and must "push through" the depressive symptoms and parent their child anyway.
As an alternative explanation for this study's findings, it is possible that when fewer risk factors are present-as in the case of a mother in a high quality marriage-the impact of maternal depressive symptoms on parenting becomes more salient. When mothers are experiencing multiple risk factors, including depressive symptoms, poor marital quality, or financial strain, among others, the impact of an individual risk factor, such as depression, on parenting may be attenuated by other stressors in the mother's life. While outside the scope of the current project, models exploring moderation while accounting for risk factors at multiple levels may be necessary to test this hypothesis.
Moderation by Social Support
Many mothers of young children do not have a spouse, and this is especially the case among low-income families (Trail & Karney, 2012) . As we wanted to extend our exploration of moderators of the association between depressive symptoms and parenting to be consistent with the ecological context of many low-income families, we recomputed our moderation analyses using a broad factor of social support quality. Our findings generally paralleled those reported for marital quality, again with a consistent, albeit unexpected, pattern of results.
Among low-income mothers who were not in a serious relationship, social support satisfaction moderated the association between maternal depressive symptoms at 30 months and positive parenting at 42 months, such that the strongest association between depressive symptoms and decreased positive parenting was evidenced for mothers reporting higher levels of social support, and the weakest association between depressive symptoms and decreased positive parenting was found for mothers with lower reported levels of social support. It is essential to note that formal statistical testing via a three-way interaction demonstrated that the moderating effect of social support among single women in this sample was not significantly different from the moderating role of social support among stably partnered mothers. Because of the scarcity of research on this topic and also because the pattern of moderation for social support among single women was consistent with other unexpected findings in our study, we believe it is worth mentioning, and will briefly theorize on this finding below. However, on the basis of the current study, it is not appropriate to conclude that social support is an especially important moderator of the association between depression and parenting for women who are not in committed relationships. Future research is necessary to understand this relation.
Theory and research indicate that social support among singleparent families, and especially among African American families, often takes the form of friends and extended family members stepping in to provide direct care and support for children when no spouse is present to assist with child rearing (Murry et al., 2001 ). Therefore, it is possible that among these families, social support functions in a similar manner to marital quality, in that mothers who feel strongly supported by friends and family pass day-to-day parenting responsibilities to trusted others when they are feeling depressed, thus lessening their opportunities for learning to maintain high levels of parenting quality in the context of depressive symptoms. In line with this theory and the findings of the present study, Jackson (1998) found a moderating role of instrumental support on the association between depressive symptoms and maternal use of physical punishment among a sample of lowincome, African American families. For mothers in this sample who were high on depression, greater instrumental support was associated with more frequent use of physical punishment, possibly because these mothers lacked practice resisting harsh parenting when they were experiencing depressive symptoms. Among mothers in both samples who were married or in a serious relationship, social support satisfaction played a weak or nonsignificant role. For married mothers in the lower-risk adoptive sample (EGDS), while controlling for marital quality, social support was a marginally significant moderator of the association between depressive symptoms at 18 months and harsh parenting at 27 months, such that the association between depressive symptoms and harsh parenting was strongest for mothers with higher reported levels of social support satisfaction and weakest for mothers with lower reported levels of social support satisfaction. Especially based on the large number of participants in this sample, this marginal interaction should be interpreted with caution. However, as the pattern of results is consistent with our other significant moderation findings, we believe it is still worth noting. For mothers who were married or had a live-in partner in our high-risk sample (ES), social support satisfaction was not found to moderate the association between depressive symptoms and either positive or negative parenting. Again, it is important to recognize that formal statistical testing did not indicate differences in the strength of the moderating role of social support as a function of partnership. Still, it is possible that spouses provide a primary source of both emotional (e.g., encouragement, affection) and instrumental (e.g., childcare, household tasks) support for their partners, potentially reducing the salience of other forms of support.
Limitations and Future Directions
This study has a number of important strengths, such as testing a novel, theory-based hypothesis, utilizing two large, longitudinal samples; testing our research question among two distinctly different populations, thus increasing the generalizability of our findings; utilizing both observational and report measures of parenting; and taking a family systems perspective by considering child, adoptive mother, and birth mother characteristics as well as contextual influences. Still, there are limitations that should be considered.
First, although we were able to utilize both observational and report measures of our parenting outcome variable, we did not have both types of measures available for each sample. This makes differences in results between the two samples more difficult to interpret. Although the significant interactions that emerged were consistent across samples, increasing our confidence in their replicability, we found moderation of the association between depressive symptoms and higher negative parenting (but not lower positive parenting) in the EGDS sample, and moderation of the association between depressive symptoms and lower positive parenting (but not higher negative parenting) in the ES sample. This may be because of differences in the way that parenting was measured within each sample, or because of differences in normative parenting between the two samples. Among the wellresourced adoptive sample, where we would expect high levels of warm, positive parenting overall, we found a significant interaction for the less-normative parenting behavior, harsh parenting.
Similarly, we may expect harsh, negative parenting to be more normative among our high-risk, low-income sample (Lansford et al., 2004) , for which we found significant interactions for positive parenting. A related issue exists regarding our marital quality findings, as the measurement of marital quality was based on partner-report in the EGDS sample and self-report in the ES sample. Future research utilizing both observational and report measures of parenting across samples in early childhood would be helpful for parsing method from sample variance.
Second, the assessment timing of our constructs of interest was not equivalent across the two samples. Although maternal depressive symptoms at Time 1 (T1) always predicted parenting at Time 2 (T2), marital quality was measured at T1 in the EGDS sample and T2 in the ES sample; similarly, social support satisfaction was measured at T2 in the EGDS sample and T1 in the ES sample. Once again, this limitation impedes our ability to parse method from sample variance as it is possible that differences in moderation results between the two samples are because of differences in timing rather than differences in sample characteristics, such as risk-status. As an attempt to ameliorate this issue, we computed a post hoc analysis testing whether marital quality at T1 would likewise moderate associations between depressive symptoms and parenting among partnered mothers in the ES sample. However, this interaction was not significant. Thus, the relationship between measurement timing and sample characteristics seems to be complex, and should be further explored in future research.
Third, the differences in timing among our moderator variables combined with the relative stability of maternal depressive symptoms and our inability to control for prior parenting limit our ability to make claims about temporal order. Thus, although in this article depressive symptoms (T1) are the predictor variable and positive and harsh parenting (T2) are the outcome variables, methodological limitations necessitate that we focus on associations among our study variables, rather than directionality of effects. Future research utilizing transactional models of depressive symptoms and parenting behavior will be essential for establishing the directionality of the relation between these two variables across developmental time.
Fourth, in keeping with the majority of past literature, this study focused on depressive symptoms and parenting of mothers (Belsky & Barends, 2002) . Past work has focused on mothers because women are more often primary caregivers, and also because of the higher rates of depression in women compared with men ). In line with Belsky (1984) and Bronfenbrenner (1986) , this study sought to capture the larger context in which parenting takes place. However, fathers are clearly an important part of this context, and should not be ignored (Parke, 2000) . Research has demonstrated significant associations between paternal depression and paternal parenting behavior (Wilson & Durbin, 2010) , and recent research with the EGDS sample has found that even after controlling for the effects of maternal depressive symptoms, paternal depressive symptoms at 9 months were linked to higher levels of paternal harsh parenting at 18 months and higher levels of child externalizing symptoms at 27 months (Taraban et al., 2015) . Future research, therefore, would greatly benefit from the inclusion of fathers, and as both samples used in this project have adequate data on fathers it presents a promising area for further exploration. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Finally, it is worth considering that although the adoption sample is low-risk in terms of typical markers, like income and educational and minority status, there are likely things about this sample that are unique to adoptive parents. These include factors like older parental age, higher levels of paternal investment in child rearing, and participation in the highly effortful adoption process, all of which may impact the way that parental and contextual influences interact with parenting. Thus, some differences in results between the two samples may not be due to differences in "risk status," but due to differences in adoptive versus biological mothers and their perceptions of and interactions with their children.
Conclusions
Much research has been devoted to understanding relations between depressive symptoms and parenting behavior, but studies examining this relation in a larger ecological context have been relatively limited. The findings of the current study introduce the possibility that marital quality and social support, while being understood as protective factors for both depressive symptoms and parenting, may have a more complex and less clearly positive role when examined as moderators of the association between depressive symptoms and parenting. Among two very different samples and utilizing both observational and report measures, results of this study consistently indicated that high levels of both marital quality and social support are associated with the strongest relations between depressive symptoms and reduced parenting quality; low levels of marital quality and social support are associated with weak and nonsignificant relations between depressive symptoms and parenting. Results of this study point to the importance of accounting for larger family context in identifying mothers whose parenting is most likely to be negatively impacted by depressive symptoms. Further, these mothers may benefit from continued engagement in day-to-day parenting of their children, even when they have the option of relying on others to take over parenting responsibilities. Future work is necessary to understand this unexpected pattern of results and their impact on informing intervention with depressed mothers.
